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PERCEPTIONS  OF  VULNERABILITY  AND  FEARS  OF  AIDS: 
A  SURVEY  OF  ELEMENTARY  SCHOOL  CHILDREN 


John  S.  Maypole,  Linda  O'Hare,  Donald  R.  Showalter,  Domenic  V.  Cicchetti,  and 
David  J.  Schonfeld.  Department  of  Pediatrics,  Yale  University  School  of 
Medicine,  New  Haven,  CT. 

Abstract 

Few  investigations  have  addressed  the  fears  and  perceptions  of  vulnerability  to 
HIV  infection  among  elementary  school  children.  Understanding  and 
characterizing  these  fears  and  perceptions  may  inform  efforts  to  eliminate 
unnecessary  fears  arising  from  misconceptions  and  to  foster  appropriate 
perceptions  of  risk  in  this  population.  Children  (N=361;  grades  K-6;  57%  black, 
24%  Hispanic,  19%  white;  52%  female)  attending  four  public  schools  in  New 
Haven,  CT  were  interviewed  using  a  standardized,  semi-structured  interview 
(ASK,  AIDS  Survey  for  Kids)  that  included  questions  about  children's  fears  and 
perceptions  of  vulnerability  to  AIDS.  Responses  to  each  question  about  fear  or 
vulnerability  were  scored  according  to  their  content  using  criteria  developed  by 
the  principal  investigator.  Analyses  examined  the  nature  of  these  responses  as 
well  as  the  pattern  of  responses  of  younger  (grades  K-3)  versus  older  (grades  4-6) 
children.  In  response  to  the  questions  about  perceptions  of  vulnerability,  a  large 
majority  of  children  (86.4%)  believed  that  anyone  could  get  AIDS,  and  79.8%  of 
all  children  responded  they  thought  themselves  at  risk  of  getting  the  disease. 
Significantly  fewer  younger  children  (74.2%)  thought  they  themselves  could  get 
AIDS  when  compared  to  older  children  (86.5%).  Fear  of  having  AIDS  was  more 
prevalent  in  younger  children  (61.1%)  than  in  older  children  (46.0%),  yet  few 
children  (8.1%  of  the  younger  group  and  no  children  in  the  older  group)  actually 
thought  they  had  AIDS  on  follow-up  questioning.  The  majority  of  those  who 
worried  about  getting  AIDS  mentioned  the  lethality  of  the  disease.  Though  older 
children  more  often  to  acknowledged  that  they  could  get  AIDS,  20%  of  younger 
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children  but  only  2.5%  of  older  children  thought  they  will  get  AIDS  in  the  future. 
Older  children  may  be  more  apt  to  exercise  denial  in  their  perceptions  of 
personal  risk  of  getting  AIDS.  The  implications  of  these  findings  for  educational 
interventions  highlight  the  need  for  developmentally-appropriate  curricula. 
Younger  children  may  need  education  to  address  excessive  fears  of  getting  AIDS, 
while  older  school-age  children  may  benefit  from  instruction  to  realign  their 
knowledge  of  vulnerability  and  perception  of  personal  risk  for  contracting  the 
disease. 
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Introduction 

School-based  AIDS  education  beginning  in  the  elementary  grades  may 
serve  as  one  of  the  best  means  to  limit  the  incidence  of  new  infections.  (Centers 
for  Disease  Control,  1988;  Brown  &  Fritz,  1988)  Health  education  has  been 
shown  to  be  more  effective  in  preventing  the  initiation  of  behaviors  than  it  is  in 
modifying  existing  behaviors.  (Brown,  Reynolds,  &  Brenman,  1994;  Sly, 

Eberstein,  Quadagno,  &  Kistner,  1992;  Schonfeld,  Johnson,  Perrin,  O'Hare,  & 
Cicchetti,  1993;  Brown,  Barone,  Fritz,  Cebollero,  &  Nassau,  1991)  Hence,  the  last 
decade  has  seen  an  increased  emphasis  on  AIDS  education  for  younger  ages  in 
an  attempt  to  prevent  the  adoption  of  high  risk  behaviors.  (Schonfeld,  O'Hare, 
Perrin,  Quackenbush,  Sho waiter,  &  Cicchetti,  1995;  Susman,  Dorn,  &  Fletcher, 
1987) 

Despite  increasing  emphasis  on  AIDS  education  for  children  of 
elementary  school  age  and  evidence  that  young  children  may  already  possess 
some  factual  knowledge  about  the  disease,  the  underlying  comprehension  of 
these  children  may  be  quite  limited  and  profound  misconceptions  are  prevalent 
among  young  children.  (Brown,  Nassau,  &  Barone,  1990;  Brown,  et  al,  1991; 
Brown,  et  al,  1994;  Hoppe,  Wells,  Wilsdon,  Gillmore,  &  Morrison,  1994; 
Henggeler,  Melton,  &  Rodrigue,  1992;  Osborne,  Kistner,  &  Helgemo,  1993; 
Schonfeld,  et  al,  1993;  Whalen,  Henker,  Burgess,  &  O'Neill,  1995)  As  noted  by 
Whalen  and  colleagues  (1995),  "kernels  of  truth  are  combined  or  transformed 
into  misconceptions"  about  AIDS. 

Perceptions  of  Vulnerability 

Perceived  vulnerability  is  defined  as  the  degree  to  which  persons  believe 
or  expect  they  or  others  are  likely  to  encounter  a  variety  of  problems,  illnesses,  or 
accidents.  (Gochman,  1972;  Gochman  &  Saucier,  1982)  Perceptions  of 
vulnerability  to  illness— including  perceptions  of  self-vulnerability  (SV)  and  the 
vulnerability  to  others  (OV)  —are  consistent  with  expectations  of  encountering 
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risks  in  general.  (Gochman,  1970;  Gochman,  1972;  Millstein,  1993) 
Understanding  perceived  vulnerability  provides  some  insight  to  establishing 
how  information  is  incorporated  into  a  child's  understanding  of  illness,  and  the 
implications  this  has  in  children's  understanding  of  AIDS. 

The  degree  to  which  an  individual  judges  herself  vulnerable  to  an  illness 
is  a  complex  process  and  does  not  arise  simply  from  rational  decision  making. 
Within  the  developmental  progression  of  a  child's  understanding  of  illness, 
children  experience  a  shift  in  their  sense  of  the  locus  of  control  over  their  health. 
(Gochman,  1971;  Walsh  &  Bibace,  1991)  When  very  young,  the  child  views 
herself  as  invulnerable  and  omnipotent.  (Gochman,  1972)  Over  time,  the  child 
perceives  her  health  to  be  vulnerable  to  external  forces  and  she  establishes  a 
connection  between  illness  and  behavior.  The  linkage  of  illness  and  behavior  is 
essential  for  one's  personal  assumption  of  responsibility  over  one's  own  health 
behavior  (Walsh  &  Bibace,  1991;  Millstein,  1993;  Weinstein,  1980),  as  has  been 
demonstrated  in  the  literature  on  substance  abuse.  (Janz  &  Becker,  1984) 

Over  the  past  several  decades,  studies  have  been  conducted  to  explore 
children's  perceptions  of  vulnerability  to  illness  in  general.  Recently,  studies 
have  examined  the  developmental  process  by  which  children  come  to 
understand  AIDS  (Schonfeld,  et  al,  1993;  Schonfeld,  et  al,  1995;  Sly,  et  al,  1992; 
Brown  &  Fritz,  1988;  Brown,  et  al,  1994),  yet  little  is  understood  about 
elementary  school-age  children's  perceptions  of  vulnerability  to  HIV  infection 
and  their  fears  about  the  disease.  To  date,  most  knowledge  about  young 
children's  perceptions  of  vulnerability  to  AIDS  is  based  on  studies  of  older 
adolescents  and  adults. 

Perceived  vulnerability  is  thought  to  arise  from  a  variety  of  cognitive  and 
motivational  mechanisms  that  apply  different  criteria  to  one's  perception  of  SV 
versus  OV.  In  general,  people  report  they  view  themselves  at  less  risk  of 
suffering  a  negative  outcome  for  a  given  situation  than  a  third  person.  This 
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phenomenon  has  been  called  an  individual's  optimistic  bias,  unique 
invulnerability,  and  unrealistic  optimism.  (Gochman,  1971;  Gochman  &  Saucier, 
1982;  Whalen,  et  al,  1994a;  Perloff  &  Fetzer,  1988;  Elkind,  1978;  Millstein,  1993; 
Weinstein,  1980)  Individuals  may  utilize  defensive  denial  or  fear  avoidance  to 
minimize  anxiety  and  to  eliminate  admission  of  one's  own  risk  to  illness. 
Simultaneously,  one  typically  judges  other  individuals  as  being  at  higher  risk. 
Perceived  invulnerability  to  an  illness  may  serve  as  a  device  to  preserve  self¬ 
esteem,  using  downward  comparisons  with  others  to  view  oneself  as  luckier  or 
prone  to  less  risk  for  a  desired  event.  Other  mechanisms  fostering  perceived 
personal  invulnerability  include  cognitive  errors  or  selectively  focusing  attention 
away  from  the  risky  aspects  of  an  event.  (Millstein,  1993)  The  exception  exists 
where  close  friends  and  loved  ones  are  considered;  optimistic  biases  may  be 
extended  equally  to  kin  and  close  relations  as  they  are  to  one's  own  prospects. 
(Perloff  &  Fetzer,  1986;  Weinstein,  1980) 

Older  adolescents  and  adults  have  been  shown  to  employ  optimistic  bias 
across  a  broad  array  of  risks  and  hazards,  including  AIDS.  (Weinstein,  1984; 
Whalen,  et  al,  1994a)  Individuals,  including  children  and  especially  young 
adolescents,  are  prone  to  using  a  "personal  fable"  that  dictates  one  is  relatively 
protected  from  misfortune  as  compared  to  others.  (Weinstein,  1980;  Millstein, 
1993).  Differing  theories  propose  young  adolescents  may  be  particularly  prone 
to  utilizing  the  personal  fable  due  to  the  egocentrism  characteristic  of  their 
developmental  level  (Elkind,  1978)  or  as  a  consequence  of  their  heightened 
emotional  responses  to  certain  issues.  (Millstein,  1993)  Little  is  known  about 
young  children's  perceptions  of  vulnerability  and  the  implication  of  these 
perceptions  for  compliance  with  preventive  health  activities. 

Several  theories  suggest  that  young  children  employ  optimistic  bias.  The 
limited  personal  experience  of  young  children  may  contribute  to  their  difficulty 
in  establishing  a  linkage  between  their  behavior  and  threats  to  their  health.  (Bush 
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&  lannotti,  1990;  Gochman,  1972)  Because  of  developmentally-dependent 
cognitive  limitations,  minimal  personal  experience  with  a  risky  situation  will 
diminish  a  child's  likelihood  of  forming  a  perception  of  SV.  Although  a  lack  of 
experience  might  suggest  that  younger  children  are  less  likely  to  form 
perceptions  of  SV  regarding  AIDS  as  compared  to  older  children,  this  has  yet  to 
be  studied  empirically  in  elementary  school  children.  Because  young  children 
tend  not  to  use  stereotypes  of  traits,  behaviors  or  attributes  that  associate  groups 
with  particular  risks  (Millstein,  1993),  including  those  groups  at  risk  of  getting 
AIDS,  young  children  may  fail  to  see  themselves  as  a  low  risk  group  for 
contracting  the  disease.  In  so  doing,  young  children  may  exaggerate  their  true 
risk  and  demonstrate  a  heightened  perception  of  SV  in  getting  AIDS. 

Fears 

Young  children's  misconceptions  about  AIDS  may  lead  to  unnecessary 
fears  or  inaccurate  assessments  of  personal  risk.  It  is  known  young  people  worry 
about  AIDS  (Diclemente,  Zorn,  &  Temoshok,  1986;  Whalen,  Henker,  O'Neill, 
Hollingshead,  Holman,  &  Moore,  1994a;  Schonfeld,  et  al,  1995;  Brown,  et  al, 
1990;  Sly,  et  al,  1992),  often  excessively  (Whalen,  et  al,  1995;  Brown,  et  al,  1994).  In 
interviews  eliciting  preadolescents'  primary  worries,  one  in  four  mentioned 
AIDS  spontaneously  as  a  major  concern.  (Whalen,  et  al,  1994a)  Fassler, 
McQueen,  Duncan  and  Copeland  (1990)  surveyed  children  in  grades  1  through  6 
and  found  multiple  fears  and  misconceptions  related  to  modes  of  transmission. 
Elsewhere,  children  demonstrated  an  inflated  perception  of  the  prevalence  of 
AIDS  among  their  peers  and  in  the  general  population.  (Hoppe,  et  al,  1994) 

There  still  remains  an  incomplete  understanding  of  school-age  children's  fears 
about  AIDS,  and  how  they  perceive  risks  and  hazards  about  the  illness 
concerning  themselves  and  others. 

Fears  and  perceptions  of  risk  have  implications  for  current  and 
subsequent  behavior.  Concern  about  an  illness  for  an  individual  may  foster 
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adherence  to  health  protective  behaviors.  (Millstein,  1993;  Gochman,  1971; 
Gochman,  1972)  Individuals  who  either  do  not  perceive  themselves  at  risk  or 
deny  risks  of  illness  are  less  likely  to  adopt  health  protective  behaviors.  (Whalen, 
et  al,  1995)  In  terms  of  the  implications  for  educational  interventions,  high  levels 
of  anxiety  about  illness  may  facilitate  the  learning  of  simple  tasks,  but  may 
impede  more  complex  learning.  Moderate  levels  of  anxiety  may  not  facilitate 
simple  learning  as  much,  but  may  facilitate  complex  learning.  (Gochman  & 
Saucier,  1982)  Ideally  then,  interventions  should  help  individuals  develop 
awareness  and  caution  regarding  illnesses  without  engendering  excessive  worry. 

Increased  anxiety  or  fear  of  an  illness  may  prove  overwhelming  to  an 
individual,  causing  one  to  worry  unnecessarily  about  non-risky  situations  and 
actions.  Excessive  fears  may  also  foster  counterphobic  behavior  wherein 
individuals,  feeling  overwhelmed  by  fear,  may  deny  the  relevance  of  an  illness  to 
them  personally  or  engage  in  reactive  risk  taking.  (Whalen,  et  al,  1995;  Moore  & 
Rosenthal,  1991) 

Fear  of  illness  in  children,  including  fear  of  contracting  AIDS,  requires 
special  consideration  because  of  the  developmental  differences  that  occur  in 
children.  Because  of  cognitive  limitations,  children  may  retain  misconceptions 
about  an  illness  even  after  learning  accurate  information  that  for  an  adult  would 
be  perceived  as  contradicting  previously  accepted  misinformation.  Children  may 
thereby  retain  misconceptions  that  invoke  fear  about  an  illness  even  after  they 
are  provided  correct  information  and  reassurance  (e.g.,  the  lack  of  transmission 
of  HIV  through  casual  contact).  Therefore,  providing  accurate  information 
without  assuring  overall  comprehension  does  not  necessarily  dispel 
misconceptions  (Henggeler,  et  al,  1992;  Schonfeld,  et  al,  1993)  and  may  not 
decrease  children's  fears  of  contracting  AIDS.  On  the  other  hand,  effective 
education  and  certain  types  of  exposure  can  decrease  inappropriate  fears.  Brown 
and  colleagues  (1994)  and  Sly,  et  al  (1992)  propose  that  such  educational 
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experiences  that  decrease  AIDS-related  anxiety  may  permit  children  to  process 
information  and  make  decisions  about  AIDS  and  risky  behavior  on  a  more 
mature  developmental  level.  Otherwise,  such  fears  may  override  established 
knowledge  and  foster  poor  decision  making  or  inappropriate  health  protective 
behavior.  (Brown,  et  al,  1994)  Some  studies  have  indicated  that  neither 
knowledge  nor  fear  appear  to  promote  risk  reducing  behavior  like  condom  use. 
(Skurnick,  Johnson,  Quinones,  Foster,  &  Louria,  1991)  Attitudes  and  beliefs  such 
as  perceptions  of  vulnerability  may  mediate  between  understanding  and  actions. 

Aim  and  hypotheses  of  study 

This  study  looks  at  fears,  concerns,  and  perceptions  of  vulnerability  to 
HIV  infection  of  self  and  others  in  a  group  of  elementary  school  children.  The 
aim  is  to  characterize  these  fears,  concerns  and  perceptions,  and  look  at 
developmental  differences.  The  findings  of  the  study  hold  implications  for 
behavioral  and  educational  interventions  for  young  children.  The  need  exists  to 
eliminate  unnecessary  fears  based  on  misconceptions  and  to  minimize  iinrenlistic 
optimism  about  AIDS  by  increasing  accurate  perceptions  of  perceived 
vulnerability  without  engendering  obsessive  worry,  unwarranted  inhibitions,  or 
reactive  risk  taking. 

The  study  will  investigate  children's  perceived  vulnerability  of 
contracting  AIDS  as  demonstrated  by  their  assessments  whether  they  or  other 
people  might  be  infected  as  well  as  their  fears  about  getting  the  disease.  It  is 
expected  that  the  children  will  express  fears  about  contracting  AIDS,  and  that 
much  of  the  anxiety  about  contracting  AIDS  will  arise  from  misconceptions 
about  the  disease.  Increased  fear  is  anticipated  in  the  older  age  groups  based  on 
prior  studies  (Brown,  et  al,  1994;  Sly,  et  al,  1992)  where  older  children  had 
increased  fears  about  themselves  and  their  family  members  contracting  AIDS. 
Further,  while  the  basis  of  children's  fears  will  depend  upon  their  age,  it  is 
expected  children  of  different  ages  will  attend  to  different  personally 
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threatening  aspects  of  the  disease  (Brown  &  Nassau,  1990).  Children  of  all  ages 
are  expected  to  have  concerns  centered  around  the  lethality  of  this  terminal 
illness  (Whalen,  et  al,  1995). 

Methods 

The  study  will  characterize  children's  fears,  concerns  and  perceptions  of 
vulnerability  about  contracting  AIDS,  and  look  for  developmental  differences 
through  a  cross-sectional  study  design  using  transcriptions  of  semi-structured 
interviews  conducted  in  1990-1991. 

Sample 

The  sample  has  been  described  by  Schonfeld  et  al  elsewhere  (1993).  The  children 
involved  in  the  investigation  were  students  (N=361)  of  regular  education  classes 
in  grades  kindergarten  to  sixth  in  two  representative  public  elementary  schools 
in  New  Haven,  CT  and  their  affiliated  middle  schools. 

Students  were  nearly  evenly  distributed  among  all  grade  levels.  To 
participate  in  the  study,  each  child  was  required  to  provide  verbal  assent  and 
written  parental  consent.  Overall,  44%  of  eligible  students  were  involved  (9%  of 
invited  parents  denied  consent  and  48%  failed  to  return  consent  forms). 

The  sample  was  diverse  in  race  (57%  Black,  24%  Hispanic,  and  19% 
White)  and  socioeconomic  status,  as  measured  by  students'  school  lunch  status 
(55%  of  subjects  qualified  for  a  free  meal,  9%  for  a  reduced-price  meal,  and  38% 
paid  full-price  for  lunch) .  The  gender  distribution  was  52%  female  and  48% 
male. 

Research  Instruments  and  Procedures: 

ASK  (AIDS  Survey  for  Kids) 

The  ASK  or  AIDS  Survey  for  Kids  is  a  standardized,  semi-structured 
interview  lasting  approximately  30  to  40  minutes.  The  interview  was  modeled 
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after  the  protocol  cieveloped  by  Perrin  and  Gerrity  (Perrin  &  Gerrity,  1981; 

Perrin,  Sayer,  &  Willett,  1991)  for  interviewing  children  about  their  conceptual 
understanding  of  general  physical  illness. 

The  ASK  measures  children's  conceptual  understanding  of  AIDS  along  a 
developmental  spectrum  that  characterizes  children's  critical  health  concepts 
(i.e.,  causality,  symptoms,  treatment,  and  prevention)  and  yields  a 
developmental  profile  not  provided  by  true-false  or  multiple  choice 
questionnaires.  (Schonfeld,  et  al,  1993)  The  ASK  examines  children's  conceptual 
understanding  of  three  illnesses:  AIDS,  colds,  and  cancer.  In  this  study,  the 
responses  to  the  AIDS  questions  are  reported.  The  ASK  contains  several  open- 
ended  and  forced  choice  questions  concerning  fears  and  vulnerability  to  AIDS,  as 
noted  in  Table  1. 

The  questions  about  vulnerability  to  AIDS  begin  with  an  open-ended 
question  seeking  responses  as  to  who  respondents  believe  gets  AIDS. 
Subsequently,  children  are  asked  with  forced  choice  questions  (yes/  no)  to 
evaluate  the  vulnerability  of  people  in  general  and  their  personal  vulnerability  to 
HIV  infection.  Children's  responses  to  the  questions  are  probed  in  order  to 
determine  the  basis  for  these  determinations  of  vulnerability  and  the  nature  and 
rationale  for  any  inclusions  or  exclusions  about  vulnerability  to  AIDS. 

There  were  four  forced-choice  questions  (yes/ no)  to  assess  children's  fears 
of  AIDS  (Table  1).  The  forced  choice  questions  explore  an  individual's  fears  anci 
assessment  of  whether  they  actually  have  AIDS  or  will  contract  AIDS  in  the 
future.  Responses  were  then  probed  to  identify  why  individuals  were  worried 
or  unconcerned  about  the  possibility  of  becoming  infected  with  HIV. 

For  the  questions  of  fear  and  vulnerability,  responses  were  probed  in  a 
standardized  fashion  by  the  interviewer  until  it  was  evident  the  respondent 
could  provide  no  additional  information.  A  single  research  associate  (L.L.O.) 
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conducted  all  361  interviews,  which  were  audio-taped  and  transcribed  verbatim. 
All  interviews  were  scored  blindly  from  the  transcripts  at  a  later  time  by  a  single, 
blinded  research  associate  (  L.L.O.) 

Scoring 

Scoring  criteria  were  developed  to  classify  the  content  of  the  children's 
responses  to  the  fear  and  vulnerability  questions.  The  scoring  manual  for  the 
questions  on  fear  and  vulnerability  was  developed  by  the  principal  investigator 
for  this  study  (J.S.M.)  and  is  modeled  after  the  scoring  manuals  of  causality  and 
prevention  described  in  a  prior  report.  (Schonfeld,  et  al,  1993).  To  develop  a 
scoring  manual  to  categorize  content  of  responses  to  questions  about  fear  and 
vulnerability,  four  different  samples  of  transcripts  were  selected  from  ASK 
interviews  conducted  in  a  different  population.  All  interviews  were  scored  from 
verbatim  transcripts  with  blinding  to  knowledge  of  age,  grade,  race,  gender  or 
socioeconomic  status  of  each  child.  First,  a  sample  of  approximately  60 
interviews  was  used  to  identify  themes  characteristic  of  children's  responses 
regarding  their  fears  and  perceptions  of  vulnerability  to  contracting  AIDS. 
Another  sample  was  then  reviewed  to  create  a  scoring  manual.  Next,  two 
scorers  (J.S.M.  and  L.L.O.)  independently  coded  additional  interviews  from  a 
different  sample.  The  scorers  compared  scores  and  identified  areas  of 
disagreement  and  refined  the  manual  as  necessary.  A  fourth  sample  of  30 
interviews  was  used  to  establish  acceptable  inter-rater  reliability,  and  then  the 
scoring  guidelines  were  applied  to  score  the  361  interviews  reported  in  this 
paper. 

A  random  sample  of  30  interviews  was  scored  independently  by  the 
senior  author  (J.S.M.)  and  the  research  associate  (L.L.O.)  to  quantify  inter-rater 
reliability.  For  the  30  interviews,  there  was  no  more  than  one  disagreement  for 
any  major  category  for  each  of  the  7  questions.  Observed  agreement  for  whether 
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or  not  the  content  category  was  mentioned  in  the  child's  responses  ranged  from 
96% -100%  for  each  major  category  that  was  used  at  least  twice  by  both  scorers; 
weighted  Kappa  (Fleiss,  Cohen,  &  Everitt,  1969;  Cicchetti  &  Sparrow,  1981; 
Cohen,  1968),  which  controls  for  expected  agreement,  ranged  from  0.89-1.0, 
representing  excellent  inter-rater  agreement. 

Responses  were  coded  on  the  basis  of  each  category  of  response 
mentioned  by  the  child,  with  each  question  of  vulnerability  or  fear  being  scored 
separately.  All  categories  mentioned  in  the  response  were  recorded  and  multiple 
scores  were  therefore  possible  for  a  single  question.  Responses  to  questions 
about  vulnerability  were  coded  for  self-vulnerability  (SV)  themes  and  for 
responses  referring  to  the  vulnerability  of  others  (OV).  In  all,  there  were  24 
possible  categories  of  responses  to  the  questions  about  vulnerability.  As  may  be 
seen  in  the  Appendix,  further  delineations  were  possible  within  each  response 
category.  For  questions  about  fear  ,  open-ended  responses  were  coded  on  the 
basis  of  worried/ not  worried  about  getting  AIDS,  with  parallel  scoring  criteria 
containing  13  content  areas  in  each.  Some,  but  not  all,  categories  for  both  fear  and 
vulnerability  questions  had  subcategories  and  even  further  delineations  to 
effectively  capture  the  breadth  of  the  content  in  the  responses.  Responses  to  the 
questions  of  fear  and  vulnerability  from  all  interviews  were  coded  for  content 
using  the  investigation's  scoring  manual  by  one  research  associate  (L.L.O.)  who 
was  blinded  to  each  respondent's  age,  grade,  race,  gender,  and  socioeconomic 
status.  An  example  follows  to  illustrate  the  use  of  the  scoring  manual  (see  the 
Appendix  for  a  copy  of  the  full  scoring  manual). 

Interviewer:  Who  gets  AIDS? 

Child:  Sometimes  people  when  they  touched  someone's  cut,  and 

sometimes  people  who  use  dirty  needles. 
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[The  response  to  the  question  "Who  gets  AIDS?"  is  scored  as  category  #5  under 
questions  about  vulnerability,  "some  people  included  because  of  behavior  or 
actions,"  with  further  scoring  of  subthemes;  "Blood  transmission,  touching  cut 
skin"  and  "Blood  transmission,  sharing  needles  for  drug  use."] 

Intennewer:  Well  can  anyone  get  AIDS? 

Quid:  Yeah. 

[The  response  is  scored  "yes"  for  the  appropriate  forced  choice  question] 
Intennewer:  Why  is  it  anyone  can  get  AIDS? 

Quid:  A  lot  of  people  get  AIDS.. .If  I  touched  a  neecile,  I  couki  get  it. 

[The  response  to  the  question  "Why  is  it  anyone  can  get  AIDS?"  is  scored  as 
categories  #3  and  #9,  under  questions  about  vulnerability,  "some  people 
inclucied,  no  explanation,"  and  "self  included,  because  of  behavior  or  actions." 
Within  category  #9,  the  subtheme  is  scored  under  "touching/ stepping/ sitting  on 
discarded  needles."] 


Analyses 

Chi-square  analysis  was  used  to  examine  the  relationship  between  grade  (either 
dichotomized  as  [kindergarten  through  third  grade]  and  [fourth  through  sixth 
grade]  or  using  exact  grade  level)  and  responses  to  each  of  the  forced  choice 
questions  (yes/ no)  for  possible  developmental  trends  in  children's  fears  or 
perceptions  of  vulnerability.  Separate  Chi-square  analyses  were  conducted 
exploring  relationships  between  grade  level  and  each  of  the  major  content 
categories. 
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Results 

I.  Vulnerability 

In  the  questions  about  vulnerability,  differences  emerged  in  how  younger 
and  older  children  responded.  (Table  2)  Generally,  for  both  younger  and  older 
children,  86.4%  believed  that  anyone  can  get  AIDS  and  79.8%  of  all  children 
responded  they  thought  themselves  at  risk  for  getting  the  disease.  For  the 
question  concerning  the  risks  others  face  in  contracting  AIDS  ("Can  anyone  get 
AIDS?")  82.8%  of  children  in  grades  K-3  said  anyone  can  get  AIDS  versus  90.8% 
of  children  in  grades  4-6  (p=.114).  A  similar  pattern  was  seen  where  children 
evaluate  their  own  risks,  where  younger  children  thought  themselves  less  prone 
(p=.011)  to  getting  AIDS;  74.2%  of  younger  children  (grades  K-3)  responded 
"yes"  to  "Can  you  get  AIDS?"  versus  86.5%  of  older  chilciren  (grades  4-6).  In 
summary,  the  percent  responding  "yes"  was  significantly  ciifferent  for  the  two 
age  groups  for  the  questions  "Can  you  get  AIDS?"  but  only  approacheci 
significance  for  "Can  anyone  get  AIDS?" 

When  children  were  asked  "Who  gets  AIDS?",  approximately  one-third 
spontaneously  responded  "everybody,"  but  did  not  elaborate  further  (Table  3). 
About  20%  of  children  stated  that  people  who  get  AIDS  are  those  who  take 
certain  actions,  such  as  sharing  needles,  sexual  intercourse  ("having  sex"),  or 
using  drugs— a  largely  accurate  profile  of  behaviors  that  lead  to  transmission  of 
HIV.  An  additional  18%  of  children  thought  membership  in  a  group  unrelated 
to  specific  actions  taken  by  that  group  was  a  determinant  of  who  gets  AIDS.  Age 
or  size  (such  as  "only  little  kids  get  it"  or  "older  kids  and  adults  get  it")  was  cited 
by  6.1%  of  children  as  a  distinguishing  feature  of  who  gets  AIDS.  Further,  a 
comparable  number,  6.6%,  of  children  cited  their  own  family  as  a  group  that  can 
get  AIDS.  By  contrast,  there  was  infrequent  mention  made  of  groups  commonly 
regarded  as  being  at  risk  of  getting  AIDS,  including  prostitutes,  unhealthy 
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people,  gays,  lesbians,  or  bisexuals,  or  members  of  a  particular  class,  race  or 
ethnic  group. 

When  asked  "Why  is  it  anybody  can  (or  can't)  get  AIDS?",  41.0%  of 
children  mentioned  individuals  who  engaged  in  certain  actions  or  behaviors  get 
AIDS.  (Table  4)  Here,  over  60%  of  these  responses  indicated  potentially  accurate 
means  of  transmission:  using  drugs,  sharing  needles,  having  sex,  and  acquiring 
AIDS  from  an  infected  mother.  The  children  who  cited  inaccurate  means  of 
transmission  mostly  referred  to  contracting  AIDS  via  casual  contact,  such  as 
hugging,  kissing,  coughing,  or  sharing  a  cup  with  an  infected  person.  Only 
approximately  5%  of  children  offered  responses  that  could  be  categorized  that 
individuals  contract  AIDS  due  to  character  flaws.  Responses  mentioned  people 
who  were  mean,  stupid  or  foolish,  careless  or  endowed  with  other  character 
flaws.  In  response  to  "Why  is  it  anyone  can  (or  can't)  get  AIDS"  only 
approximately  2%  of  children  responded  some  people  get  AIDS  due  to  their 
group  membership. 

When  asked  "Why  is  it  you  can  (or  can't)  get  AIDS?",  29.9%  of  all  children 
included  themselves  and  17.2%  included  others  as  vulnerable  to  contracting 
AIDS  due  to  specific  actions  or  behaviors  (Table  5).  As  with  prior  questions, 
behaviors  and  actions  mentioned  included  sharing  needles,  using  drugs,  having 
sexual  intercourse,  and  acquiring  the  disease  from  an  infected  mother.  A 
majority  of  children  mentioning  specific  behaviors  provided  behaviors  which  are 
related  to  disease  transmission,  even  when  the  question  addresses  the  child's 
own  risk  of  contracting  the  disease.  However,  3.3%  of  children  included 
themselves  and  6.9%  included  others  as  vulnerable  to  contracting  AIDS  due  to 
transmission  by  casual  contact. 

In  general,  there  were  only  minor  differences  in  actions  and  behaviors  that 
children  mentioned  as  causing  AIDS  for  themselves  as  opposed  to  others. 
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II.  Fear 

In  the  questions  regarding  fear,  children  were  asked  four  questions  about 
their  concerns  about  AIDS.  They  were  first  asked,  "Are  you  afraid  you  might 
have  AIDS?"  If  they  stated  they  were  afraid,  the  children  were  asked  "Do  you 
think  you  have  AIDS?"  Next,  the  children  were  asked,  "Do  you  worry  about 
getting  AIDS?"  Lastly,  the  children  were  asked  "Do  you  think  you  are  going  to 
get  AIDS?".  Overall,  worries  about  having  AIDS  were  prevalent.  About  the 
same  percentage  of  all  children  mentioned  fears  of  having  AIDS  (54.3%)  as  were 
worried  they  would  get  the  disease  (53.7%).  (Table  6) 

Sixty  one  percent  of  children  in  the  lower  grades  (K-3)  responded  that 
they  were  afraid  they  have  AIDS,  while  46.0%  of  children  in  grades  4-6  reported 
they  were  afraid  they  had  the  disease.  (p=.013).  Wlien  asked  if  they  are  worried 
about  contracting  AIDS,  the  younger  grades  (K-3)  and  older  grades  (4-6)  replied 
affirmatively  at  nearly  even  percentages  (51.0%  and  57.1%  respectively;  NS) . 

Those  who  were  worried  about  getting  AIDS  tended  to  have  a  stated 
reason  behind  their  concerns  in  contrast  to  the  respondents  who  claimed  they 
were  not  worried  about  getting  the  disease  (Tables  7  &  8). 

Overall,  nearly  40%  of  children  who  are  worried  about  getting  AIDS 
expressed  concern  over  the  likelihood  of  a  serious  outcome.  Of  those  children 
expressing  concern  of  a  serious  outcome,  61  of  75  mentioned  death.. 

Of  those  who  expressed  concern  about  the  stigma  associated  with 
developing  AIDS  (N=19),  the  most  common  response  (N==10/19)  reflected 
worries  about  loneliness  and  isolation  as  opposed  to  being  feared  by  friends  or 
suffering  from  embarrassment. 

For  the  children  who  stated  that  they  were  not  worried  about  getting 
AIDS  (N=148)  the  majority  had  an  incomplete  response  or  said  they  did  not 
know  why  they  were  not  worried.  For  those  who  did  offer  a  reason,  8  of  the  148 
children  (2.2%  of  children  overall)  who  were  not  worried  about  getting  AIDS 
mentioned  they  could  avoid  IV  drugs,  and  thus  avoid  AIDS.  Other  responses 
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were  that  they  could  avoid  AIDS  by  being  healthy  (1.4%  of  children  overall)  or 
avoiding  transmission  of  AIDS  by  avoiding  casual  contact  or  other  inaccurate 
means  of  transmission  (1.1%). 

For  those  children  who  responded  they  were  afraid  they  might  have  AIDS 
(61%  of  younger  children  and  46%  of  older  children) ,  they  were  subsequently 
asked  if  they  thought  they  had  the  disease.  Only  8.1%  of  all  younger  children 
reported  in  response  to  this  question  they  thought  they  had  the  disease,  but  no 
children  in  grades  4  through  6  reported  they  thought  so. 

Over  one  fifth  (  21.2%)  of  children  in  grades  K-3  responded  affirmatively 
that  they  think  they  will  get  AIDS  when  asked.  Nearly  ten  times  as  many 
younger  children  think  they  will  get  AIDS  as  compared  to  older  children. 
Although  they  acknowledge  they  can  get  this  illness,  many  older  children  are 
less  likely  to  admit  they  think  they  will  get  AIDS.  In  fact,  only  2.5%  of  4th  to  6th 
graders  think  they  will  get  the  disease. 
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Discussion 

Children's  perceptions  of  vulnerability  and  fears  of  contracting  AIDS  have 
been  ciescribed  recently.  (Fassler,  et  al,  1990;  Brown,  et  al,  1990;  Susman,  et  al, 
1987;  Sly,  et  al,  1992)  Few  published  studies  though  have  attempted  to  describe 
in  detail  the  nature  of  these  concerns.  (Whalen,  et  al,  1995;  Whalen,  et  al,  1994a; 
Whalen,  Henker,  O'Neill,  Hollingshead,  Holman,  Moore,  1994b) 

I.  Vulnerability 

By  using  the  ASK,  it  was  shown  the  majority  of  children  overall  feel  that 
anyone  can  get  AIDS,  and  that  they  themselves  can  get  AIDS.  When  separated  by 
age  group,  significantly  fewer  younger  children  (grades  K-3)  think  that  they  can 
get  AIDS  compared  to  the  older  children.  Thus,  as  predicted,  younger  children 
were  less  likely  to  state  that  they  could  get  AIDS.  In  part,  this  outcome  may  be 
explained  by  the  younger  children's  rate  of  participation  in  high  risk  behaviors 
which  is  lower  than  that  of  older  elementary  school  children. 

When  asked  to  identify  who  gets  AIDS,  children  most  often  thought 
everyone  did,  although  responses  often  identified  certain  activities  (e.g.,  drugs, 
sexual  intercourse)  and  certain  groups  (families,  age  groups)  as  associateci  with 
the  disease.  Although  children  can  memorize  the  risk  factors  for  the  disease,  as 
predicted,  they  did  not  apply  stereotypes  for  those  groups  at  risk  of  contracting 
AIDS.  Instead,  children  picked  groups  familiar  to  them  (such  as  family,  or 
groups  based  on  age)  and  did  not  cite  typical  high  risk  groups. 

When  children  were  asked  to  give  reasons  that  people  get  AIDS,  they 
most  often  cited  behaviors  that  are  associated  with  the  transmission  of  the 
disease.  Fewer  children  reported  behaviors  that  are  inaccurate  means  of 
transmission.  The  children  themselves  could  get  AIDS,  according  to  their 
responses,  through  similar  actions  and  behaviors  (behaviors  named  citeci 
inaccurate  and  accurate  modes  of  transmission),  or  because  everyone  is 
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vulnerable.  Some  thought  contracting  AIDS  was  avoidable  by  adhering  to 
healthy  lifestyles  or  abstaining  from  risky  behaviors.  Some  degree  of  knowledge 
of  accurate  transmission  of  AIDS  is  encouraging,  but  these  findings  are  consistent 
with  prior  research  demonstrating  that  misconceptions  persist  in  this  area. 

II.  Fear 

Fear  of  having  AIDS  was  more  prevalent  in  younger  children  than  in 
older  children,  yet  few  children  thought  they  had  AIDS.  Fears  of  contracting  the 
disease  are  substantial  in  younger  grades  in  elementary  school,  consistent  with 
earlier  research.  Paradoxically,  these  perceptions  of  fear  are  the  inverse  of  the 
actual  level  of  risk  the  children  face  as  they  get  older  and  approach  adolescence, 
sexual  activity,  and  risky  behaviors. 

A  majority  of  those  who  worried  about  getting  AIDS  cited  a  reason  for 
this  worry,  and  in  many  cases  they  mentioned  the  risk  of  death  posed  by  the 
disease.  Clearly,  the  children  expressed  a  variety  of  concerns,  and  the  salience  of 
death  as  an  outcome  of  developing  AIDS  in  these  responses  was  enormous. 
Educational  intervention  may  need  to  address  these  fears  which  may  be  an 
obstacle  to  learning  especially  among  younger  chikiren. 

While  only  a  few  children  stated  they  were  not  concerned  about  catching 
AIDS  because  of  their  ability  to  avoid  accurate  or  inaccurate  means  of 
transmission  of  HIV,  those  who  claimed  they  were  not  worried  about  contracting 
AIDS  did  not  elaborate  a  reason  in  approximately  70%  of  cases.  It  is  possible 
some  children  may  have  said  they  were  not  worried  to  mask  or  deny  their  real 
worry  about  getting  AIDS. 

One  fifth  of  children  in  grades  K-3  think  they  will  get  AIDS  whereas  only 
2.5%  of  children  in  grades  4-6  think  they  will  get  AIDS.  This  finding  suggests  a 
significant  concern  about  the  disease  among  younger  children  and  may  reveal  an 
important  age-related/ developmental  trend  in  the  manner  by  which  children 
understand  or  express  their  likelihood  of  contracting  the  disease.  Such  a  trend 
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holds  significant  implications  for  AIDS  education  addressing  age  and 
developmentally  appropriate  concerns  for  younger  children. 

Implications 

Looking  at  both  fear  and  vulnerability  together  yields  some  interesting 
findings.  Although  fewer  younger  children  than  older  children  report  they  can 
get  AIDS,  younger  children  worry  more  they  will  get  the  disease.  This  reinforces 
the  need  for  distinct,  developmentally  appropriate  approaches  for  AIDS 
education.  Younger  children  may  benefit  from  instruction  aimed  to  ciecrease 
fears  while  older  elementary  school  children  may  need  instruction  to  realign 
their  knowledge  of  vulnerability  and  perceptions  of  personal  risk. 

As  seen  in  the  questions  on  perception  of  vulnerability,  most  children 
(82.8%)  realize  everyone  can  get  AIDS,  including  themselves.  Older  children 
were  more  likely  to  acknowledge  that  they  too  were  capable  of  getting  AIDS. 
However,  when  asked  if  they  think  they  will  get  AIDS,  20%  of  younger  children 
but  only  2.5%  of  older  children  think  that  they  will  get  AIDS.  Older  children  may 
be  more  apt  to  exercise  denial  or  employ  optimistic  bias  or  create  a  personal  fable 
in  assessing  their  own  prospects  of  contracting  AIDS. 

Quackenbush  and  Villareal  (1992)  suggest  that  the  questions  children  raise 
regarding  their  fears  and  perceptions  of  vulnerability  about  contracting  AIDS 
will  often  pose  a  challenge  for  those  around  them  to  respond  with  relevant  and 
appropriate  answers.  This  study  has  shown  how  educators  and  the  medical 
community  must  continue  to  address  the  AIDS  crisis  in  young  children  with 
curricula  and  educational  interventions  in  a  manner  that  continues  to  correct 
misconceptions,  but  respects  the  contribution  of  fears  and  vulnerability  to  young 
children's  understanding  of  this  disease. 
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Table  1:  Questions  on  the  ASK  regarding  Vulnerability  and  Fears 


Questions  about  Vulnerabili 


Who  gets  AIDS? 

Can  anyone  get  AIDS? 

Probe:  Why  is  it  anyone  can/ can't  get  AIDS? 
Can  you  get  AIDS? 

Probe:  Why  is  it  you  can/ can't  get  AIDS? 


Questions  about  Fear 


Are  you  afraid  you  might  have  AIDS? 

Probe  (if  last  answer=yes):  Do  you  think  you  have  AIDS? 
Do  you  worry  about  getting  AIDS? 

Probe:  What  worries  you/ Why  are  you  not  worried? 

Do  you  think  you  are  going  to  get  AIDS? 
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Table  2:  Responses  to  Questions  on  Vulnerability-- %  of  ''yes"  responses. 


All  grades 
(N=361) 

grades  K-3 
(N=198) 

grades  4-6 
(N=163) 

Chi-squar 
(p  value) 

Can  anyone  get  AIDS? 

86.4 

82.8 

90.8 

.114 

Can  you  get  AIDS? 

79.8 

74.2 

86.5 

.011 
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Table  3:  Responses  to  Question  about  Vulnerability  “Who  gets  AIDS?”* 


Response  category 

Percent  of  children  giving  response 

Anybody /every  body 

33.5 

•  everybody  without  elaboration 

•  equal  vulnerability  of  everyone 

•  everyone  due  to  catehiness  of  AIDS 

•  other 

•  32.1 

•  0.3 

•  0.6 

•  0.6 

Some  people  included  due  to  behavior  or 
actions 

21.1 

•  casual  contact,  not  specified 

•  hugging,  kissing 

•  passing  “germs” 

•  inheriting  from  parent/being  born 

•  sexual  intercourse 

•  drug  use,  drug  not  specified 

•  sharing  needles 

•  0.8 

•  1.1 

•  0.3 

•  0.6 

•  4.4 

•  7.2 

•  6.4 

Some  people  included,  due  to  group 
membership 

18.0 

•  age  or  size 

•  member  of  nuclear  or  extended  family 

•  other  group 

•  6.1 
•  6.6 
•  3.6 

Some  people  included,  no  explanation 

12.2 

Don’t  know 

10.2 

Incomplete  response 

3.0 

*Percentage  of  children  (N=361)  providing  each  category  of  response  for  questions  about 
vulnerability.  Percentages  do  not  add  to  100  because  multiple  response  categories  were 
possible  for  each  child  and  categories  infrequently  used  are  not  listed. 
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Table  4:  Responses  to  Question  about  Vulnerability  “Why  is  it  anybody  can  get 
AIDS?”* 


Response  category 

Percent  of  children  giving  response 

Some  people  included  due  to  behavior  or 
actions 

41.0 

•  casual  contact,  not  specified 

•  hugging,  kissing 

•  passing  “germs” 

•  inheriting  from  parent/being  born 

•  sexual  transmission 

•  drug  use,  drug  not  specified 

•  sharing  needles 

•  6.4 

•  3.0 

•  3.0 

•  3.0 

•  6.4 

•  8.0 

•  8.0 

Anybody/everybody 

11.9 

•  everyone  gets  AIDS  as  inevitable  part 
of  life 

•  Equal  vulnerability  of  everyone 

•  everyone  due  to  catchiness  of  AIDS 

•  other 

•  1.9 

•  7.5 

•  1.1 

•  1.4 

Some  people  included,  due  to  character 
flaws 

5.3 

•  bad  or  mean  people 

•  stupid  or  foolish  people 

•  careless  people 

•  other  character  flaw 

•  0.6 
•  0.6 
•  1.1 

•  3.0 

Some  people  included,  due  to  group 
membership 

1.9 

•  age  or  size 

•  member  of  nuclear  or  extended  family 

•  other  group 

•  0.6 

•  0.6 

•  0.6 

Don’t  know 

21.3 

Incomplete  response 

7.8 

^Although  only  86.4%  of  children  stated  that  anyone  can  get  AIDS,  the  following  table 
notes,  for  consistency,  the  percentage  of  all  children  (N=361)  who  gave  a  particular 
response.  Percentages  do  not  add  to  86.4%  because  multiple  responses  were  possible  for 
each  child  and  categories  infrequently  used  are  not  listed. 
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Table  5:  Responses  to  Questions  about  Vulnerability  “Why  is  it  you  can/can’t  get 
AIDS?”* 


Response  category 

Percent  of  children  giving  response 

Self  included  as  vulnerable  due  to  behavior 

29.9 

or  actions 

•  casual  contact 

•  3.3 

•  hugging,  kissing 

•  3.0 

•  passing  “germs” 

•  0.3 

•  inheriting  from  parent/being  born 

•  1.1 

•  sexual  intercourse 

•  2.5 

•  drug  use,  not  specified 

•  5.5 

•  sharing  needles 

•  5.8 

Some  people  included  as  vulnerable  due  to 

17.2 

behavior  or  actions 

•  casual  contact 

•  6.9 

•  hugging,  kissing 

•  5.3 

•  passing  “germs” 

•  0.8 

•  inheriting  from  parent/being  born 

•  1.7 

•  sexual  intercourse 

•  6.4 

•  drug  use,  not  specified 

•  8.6 

•  sharing  needles 

•  10.2 

Anybody/  everybody 

8.9 

•  everyone,  no  explanation 

•  1.7 

•  everyone  gets  AIDS  as  inevitable  part 

of  life 

•  0.6 

•  equal  vulnerability  of  everyone 

•  5.8 

•  everyone  due  to  catchiness  of  AIDS 

•  0.3 

•  other 

•  0.3 

Self  excluded  because  able  to  avoid  risky 

3.9 

behaviors 

•  casual  contact,  e.g.,  hugging,  kissing 

•  1.1 

•  follows  healthy  lifestyle 

•  1.1 

•  Avoids  blood  transmission,  e.g. 

•  0.6 

touching  cuts,  bloody  needles 

•  Avoid  drugs 

•  1.1 

Don’t  know 

18.0 

Incomplete  response 

8.9 

*  Percentage  of  all  children  providing  particu 

ar  responses  in  categories.  (N=361) 

Percentages  do  not  add  to  1 00  because  multiple  responses  were  possible  and  categories 
infrequently  used  are  not  listed. 
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Table  6:  Responses  to  questions  of  fear--%  of  "yes"  responses. 


All  grades 

(N=361) 

grades  K-3 

(N=198) 

grades  4-6 

(N=163) 

Chi-squa 

(p  value) 

Are  you  afraid  you  have  AIDS? 

54.3 

61.1 

46.0 

.013 

Do  you  think  you  have  AIDS?’^ 

4.4 

8.1 

0 

0.001 

Are  you  worried  you  will  get  AIDS? 

53.7 

51.0 

57.1 

NS 

Do  you  think  you  will  get  AIDS? 

12.7 

21.2 

2.5 

<0.001 

*  onhj  asked  if  child  responds  yes  to  prior  question. 
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Table  7:  Responses  to  questions  of  fear  “Why  do  you  worry  you  can  get  AIDS?”* 


Response  category 

Percent  of  children  giving  response 

Worried  about  serious  outcome 

20.8 

•  death 

•  extreme/serious  illness 

•  general  symptoms— unspecified 

•  specific  symptoms 

•  other 

•  16.9 

•  0.8 

•  2.5 

•  0.3 

•  0.3 

Stigma  associated  with  AIDS 

4.2 

•  friends  will  fear  me 

•  isolation/feel  lonely 

•  embarrassment 

•  other  stigma 

•  1.1 

•  2.8 

•  0.3 

•  1.1 

Contracting  AIDS  via  accurate  means  of 
transmission 

3.0 

•  sexual  transmission 

•  drug  use,  implying  I.V.  drugs 

•  touching,  or  getting  stuck  by  needle 

•  blood  transmission,  e.g.,  touch  or 
receive  tainted  blood  products 

•  other 

•  1.1 

•  0.6 

•  0.8 

•  0.6 

•  0.3 

Contracting  AIDS  via  inaccurate  means  of 
transmission 

2.5 

•  casual  contact,  e.g.  sharing  cups 

•  inaccurate  drug  transmission,  e.g., 
cigarettes,  non-I.V.  drugs 

•  other 

•  1.1 

•  0.8 

•  0.6 

Treatment  of  Illness 

1.7 

•  hospitalization  or  medical  visit 

•  operation 

•  injections/vaccinations 

•  1.1 

•  0.3 

•  0.6 

Don’t  know 

5.0 

Incomplete  response 

8.3 

*As  noted,  53.7%  of  children  reported  they  were  worried  they  could  get  AIDS.  For 
consistency,  the  data  are  presented  here  as  a  percentage  of  all  children  (N=361). 
Percentages  do  not  add  to  53.7%  because  multiple  responses  were  possible  and  categories 
infrequently  used  are  not  listed. 
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Table  8:  Responses  to  Questions  of  Fear  “Why  are  you  not  worried  about  getting 
AIDS?”* 


Response  category 

Percent  of  children  giving  response 

Able  to  avoid  accurate  means  of 
transmission  of  AIDS 

2.2 

•  avoids  sex 

•  uses  condoms/practice  safe  sex 

•  avoids  drugs  (i.e.,  IV  drugs) 

•  0.6 

•  0.3 

•  2.2 

Able  to  avoid  AIDS  by  adherence  to 
healthy  behavior 

1.4 

•  follows  appropriate  medical  practices 
(e.g.,  sees  doctor  often) 

•  other  healthy  lifestyle 

•  0.6 

•  0.6 

Able  to  avoid  inaccurate  means  of 
transmission  of  AIDS 

1.1 

•  avoids  casual  contact  (e.g.,  sharing 
cups) 

•  avoids  inaccurate  drugs  (i.e.,  non-IV 
drugs) 

•  0.8 

•  0.3 

Don’t  know 

5.0 

Incomplete  response 

23.5 

*41%  of  all  children  reported  they  were  not  worried  about  getting  AIDS.  For 
consistency,  the  data  are  expressed  as  the  percentage  of  all  children  (N=361 ). 
Percentages  do  not  add  to  4 1  %  because  multiple  responses  for  each  child  were  possible 
and  categories  infrequently  used  are  not  listed. 
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Appendix 

Fear  and  Perceived  Vulnerability  Scoring  Manual 

Vulnerability  Content  Score 

Questions: 

•  Who  Gets  AIDS? 

•Can  anyone  get  AIDS?  Y/N/IVVI  =  [yes/ no/ missing/ indeterminate] 
probe:  Why  can/ can't  anyone  get  AIDS? 

•Can  you  get  AIDS?  Y/N/IVVI 

probe:  Why  can/ can't  you  get  AIDS? 

Response  Categories: 

1.  Amjbody/Everybody 

1.1  Anybody /everybody  without  elaboration.  Answer  scored  here  only  if 
spontaneous  response  to  "Who  gets  AIDS?".  If  response  is  merely  yes  without  elaboration  to 
"Can  anyone  get  AIDS?",  then  please  score  under  I  Don't  Know. 

1.2  Naturalness  /  Unavoidability  Answer  refers  to  God/ Nature/ Way  it  is  as  reason 

for  disease  occurring;  disease  stated  as  an  inevitable  part  of  life  and/or  part  of  a  divine  plan; 
existentialist.  ex:  Because  that's  the  way  it  is 

God  said  so 
That's  life 

1.3  Equal  vulnerability  of  everyone/ everybody.  Everyone  can  get  it  because  they 
are  just  like  everyone  else. 

1.4  Easy  to  Catch.  Answer  describes  the  "catchiness"  of  the  disease,  as  reason  - 

ex:  Everybody  gets  it  because  its  easy  to  catch/ easy  to  spread 

It's  everywhere,  so  you  get  it. 

1.5  Anybody /  Everybody— other ,  specify. 

2.  Nobody  —no  elaboration 

3.  Some  people  Included,  no  explanation 

4.  Some  people  Included  based  on  character  flaws  and  traits— score  here  only  if  no  mention  made  of 
behavior  or  actions. 

4.1  bad  or  mean  people 

4.2  stupid  or  foolish  people 

4.3  Careless  people 

4.4  Other  character  flaw/ trait— specify 


5.  Some  people  included  because  of  behavior  or  actions 
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Subcategories  scored  according  to  Causality  content  of  the  ASK  scoring  manual.* 

6.  Some  people  included  because  of  membership  in  specific  groups—score  here  if  content  answers  made 
spontaneously,  without  any  elaboration  of  rafionale  of  behavior  or  actions.  If  the  response 
indicates  that  the  group  performs  a  behavior  or  action  that  places  them  at  risk,  please  score 
content  under  appropriate  behavior  or  action  theme. 


6.1 

Age  or  size— "when  you  are  older,  you  get  AIDS" 

6.2 

male 

6.3 

female 

6.4 

white 

6.5 

black  /  African-American 

6.6 

Hispanic 

6.7 

Socioeconomic  status  fSES)— poor  people 

6.8 

SES— rich  people 

6.9 

prostitutes 

6.10 

unhealthv/ill  people— not  specified  (sick  people) 

6.11 

unhealthv/ill  people— with  specific  disease  (cancer,  heart  disease) 

6.12 

eavs  /  homosexuals  /  lesbians 

6.13 

bisexuals 

6.14 

heterosexuals 

6.15 

familv— nuclear  or  extended  familv 

6.16 

friends/  classmates 

6.17 

acquaintances  (teachers,  neighbors) 

6.18 

strangers 

6.19 

Other  group  membership,  specifv 

7.  Self  included 

no  explanation.  Score  don't  know  if  child  says  simply  "yes"  to  direct  probe:  "Can 

you  get  AIDS?' 

7.1 

Self-included,  no  elaboration 

7.2 

Self-included,  "because  I  am  a  person" 

8.  Self  included  because  of  character  flaws  and  traits  —score  here  if  no  mention  made  of  behavior  or 

actions. 

8.1 

self  as  bad  or  mean 

Schonfeld,  D.J.,  Johnson,  S.R.,  0”Hare,  L.,  &  Green,  N.  (1991)  School-based  AIDS 
Education  and  Children’s  Concepts  Final  Content  Scoring  Scheme  Scoring  Manual. 
Note  (*)  in  text  will  hereafter  refer  to  this  source. 
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8.2  self  as  stupid  or  foolish 

8.3  self  as  careless 

8.4  self  due  to  other  character  flaw/  trait— specify 
9.  Self  included  because  of  behavior  or  actions 

Please  see  CAUSALITY  section  of  ASK  content  scoring  manual.* 


10.  Self  included  because  of  group  membership 


10.1 

Age  or  size— "when  you  are  older,  you  get  AIDS" 

10.2 

male 

10.3 

female 

10.4 

white 

10.5 

black/  African-American 

10.6 

Hispanic 

10.7 

SES— poor  people 

10.8 

SES— rich  people 

10.9 

prostitutes 

10.10 

unhealthy /ill  people— not  specified  Isick  people) 

10.11 

unhealthy/ill  people— with  specific  disease  (cancer,  heart  disease) 

10.12 

says  /  homosexuals  /  lesbians 

10.13 

bisexuals 

10.14 

heterosexuals 

10.15 

family— nuclear  or  extended  family 

10.16 

friends/  classmates 

10.17 

acquaintances  (teachers,  neighbors) 

10.18 

strangers 

10.19 

Other  group  membership,  specify 

11.  Some  people  excluded,  no  elaboration  e.g.—Some  people  don't  get  it,  that's  all. 

12.  Some  people  excluded  based  on  character  strengths  and  traits 

12.1 

good  or  kind  people 

12.2 

smart  people 

12.3 

careful  people 

12.4 

Other  character  strength/ trait— specify 

13.  Some  people 

excluded  because  of  avoidarice  of  risky  behaviors 

Please  score  content  according  to  PREVENTION  section  of  ASK  theme  scoring  scheme. 

14.  Some  people 

excluded  because  of  membership  in  specific  groups 
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14.1  Age  or  size— you  don't  get  it  if  you're  small  or  a  kid 

14.2  male 

14.3  female 

14.4  white 

14.5  black  /  African-American 

14.6  Hispanic 

14.7  SES— poor  people 

14.8  SES— rich  people 

14.9  prostitutes 

14.10  unhealthy/ ill  people— not  specified  (sick  people) 

14.11  unhealthy /ill  people— with  specific  disease  (cancer,  heart  disease) 

14.12  gays  /  homosexuals  /  lesbians 

14.13  bisexuals 

14.14  heterosexuals 

14.15  family— nuclear  or  extended  family 

14.16  friends/  classmates 

14.17  acquaintances  (teachers,  neighbors) 

14.18  strangers 

14.19  Other  group  membership,  specify 

15.  SoDie  people  excluded  because  offolloiving  health  promotiug  behaviors 

Please  score  according  to  PREVENTION  scoring  from  ASK  content  scoring  guide.* 

16.  Self-excluded,  no  explanation.  Score  "don't  know"  if  child  says  simply  "yes"  to  direct  probe 
"Why  is  it  anyone/you  can/can't  get  AIDS?" 

17.  Self-excluded  because  of  character  strengths  and  traits 

17.1  self  as  good  or  kind 

17.2  self  as  smart 

17.3  self  as  careful 

17.4  other  character  strength/ trait— specify 

18.  Self  excluded  because  of  avoidance  of  risky  behaviors 

Please  score  according  to  the  PREVENTION  section  from  the  ASK  content  scoring 

guide.* 
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19.  Self  excluded  because  of  membership  iu  specific  groups 

19.1  Age  or  size--I  don't  get  it  because  I'm  small  or  a  kid 

19.2  male 

19.3  female 

19.4  white 

19.5  black/ African-American 

19.6  Hispanic 

19.7  SES— poor  people 

19.8  SES— rich  people 

19.9  prostitutes 

19.10  unhealthy/ ill  people— not  specified  (sick  people) 

19.11  unhealthy /ill  people— with  specific  disease  (cancer,  heart  disease) 

19.12  gays  /  homosexuals  /  lesbians 

19.13  bisexuals 

19.14  heterosexuals 

19.15  family— nuclear  or  extended  family 

19.16  friends /classmates 

19.17  acquaintances  (teachers,  neighbors) 

19.18  strangers 

19.19  Other  group  membership,  specify 

20.  Self  excluded  because  offolloioing  health  promoting  behaviors 

Please  score  according  to  the  PREVENTION  section  from  the  ASK  content  scoring  guide.* 

21.  Don't  know 

22.  Incomplete  or  no  response 

23.  Off-task  ansxuer 

24.  Of/zer— please  specify 
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Content  Categories  for  Fear  Questions 

Questions: 

Are  you  afraid  you  have  AIDS? 

If  yes,  probe:  Do  you  think  you  have  AIDS? 
Are  you  worried  you  will  get  AIDS? 

Do  you  think  you  will  get  AIDS? 


Response  categories: 

I.  What  worries  you. 

1.  Serious  Outcome  of  Illness 

1.1  Death 

1.2  Extreme/ serious  illness— unspecified,  but  without  specific  mention  of  death 
—you  may  get  sick  and  never  get  better;  you'll  always  be  sick 

1.3  General  symptoms— unspecified 
—you  feel  ill/  sick/ bad 

1.4  Specific  symptoms 

score  per  ASK  content  Scoring  scheme,  SYMPTOMS’*' 

1.5  Other  serious  outcome— specify 


2.  Treatment  of  Illness 

2.1  Hospitalization  or  medical  visit 

2.2  Operation 

2.3  Injections/ vaccinations/  getting  a  shot  from  health  care  provider 

2.4  Medications— non-injections  ("pills"  or  liquids)  or  mode  of  delivery  of  delivery 
not  specified 


2.5  Other  specific  treatment— specify 

score  per  ASK  content  Scoring  scheme,  TREATMENT  section* 

3.  Worry  causing  disease 

e.g.— If  I  worry,  then  I'll  get  it  -or-  being  jinxed  by  thinking  about  disease 

4.  Concern  of  acquiring  illness  via  accurate  causes  of  transmission 

4.1  sex 

4.2  Fail  to  use  condoms /no  safe  sex 

4.3  drugs— implying  IV  drug  use,  e.g.  IV  cocaine,  heroin 

4.4  accidental  touch/ sitting  upon/ stick  by  needle 
Blood  transmission— touch  /  receive  tainted  blood  products 
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4.6  Other— specify 

5.  Concern  of  acquiring  illness  via  inaccurate  or  exaggerated  fears  of  catching  disease 

5.1  Casual  contact— please  score  according  to  Casual  Contact  themes  in  CAUSALITY 
section  of  ASK  content  scoring  scheme.*  e.g.:  sharing  cups,  walking  near  a  person  with  AIDS, 
walking  or  playing  near  a  person  doing  drugs. 

5.2  Drugs— inaccurate  or  non-specific,  answers  should  be  scored  here  if  response 
implies  infection  via  non-injectable  forms  of  drugs  (i.e.— no  needles  involved)  e.g.,  ETOH, 
cigarettes,  marijuana,  nasal  or  inhaled  cocaine  OR  if  answer  is  simply  "if  I  do  drugs  I'll  get  it." 

5.3  Other— specify.  Mention  of  another  inaccurate  or  exaggerated  cause,  but  not 
included  in  the  above  categories. 

6.  Concerns  about  acqidring  illness  because  AIDS  is  common  or  easily  caught  (if  child  specifies  means 
of  transmission  or  catching  AIDS,  score  also  4,  5  or  7.) 

6.1  Common— "I  worry  because  a  lot  of  people  have  AIDS,  so  I  might  get  it." 

6.2  Easy  to  catch— "I'm  scared  because  it's  really  contagious" 


7.  Concern  due  to  failure  tofollozu  appropriate  medical/preventive  health  practices  or  healthy  behavior(s). 

7.1  Eailure  to  follow  appropriate  medical/ preventive  health  practices  ;  Nonspecific 
doctor  or  hospital  —you  don't  see  the  doctor  for  a  long  time 

7.2  Eailure  to  follow  appropriate  medical/ preventive  health  practices;  Other  specific 
medical  treatment— the  doctor  doesn't  do  a  blood  test 

7.3  Eailure  to  follow  appropriate  medical/ preventive  health  practices;  Eailure  to 
take  medicine 

7.4  Eailure  to  follow  appropriate  medical/  preventive  health  practices;  failure  to  take 
vitamins 


7.5  Failure  to  foUow  healthy  lifestyles;  Not  taking  care  of  self— not  specified 

7.6  Failure  to  follow  healthy  lifestyles;  Poor  diet 

7.7  Failure  to  follow  healthy  lifestyles;  fluids,  soup,  etc.  —"you  don't  drink  enough 

juice  or  water" 


7.8  Failure  to  follow  healthy  lifestyles;  Lack  of  exercise,  overexertion, 

7.9  Failure  to  follow  healthy  lifestyles;  Lack  of  sleep  or  too  much  sleep 

7.10  Failure  to  follow  healthy  lifestyles;  Too  much  worry  or  stress 

7.11  Other  failure  to  follow  healthy  lifestyle-specify 
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8.  Stigmatization— fear  category  arises  from  negative  emotional/ social  effects  of  being  labeled  a 
person  with  AIDS  or  HIV  +. 

8.1  Friends  will  fear  me 

8.2  Isolation /feel  lonely 

8.3  Embarrassment 

8.4  Other  stigma— specify 

9.  Other  concern— specify 

10.  Concern  nonspecific  e.g.— I  just  worry 

11.  Off-task  response 

12.  Don't  know 

13.  Inconiplete/No  response 


•  al 


•y.  a 


'1' 


/•I 


I 


I 


:1 


jt'- 


\  ■■U‘ 


42 


II.  Why  not  worried 

1.  Non-serions  outcome 

Answer  implies  no  threat  perceived  by  disease,  or  that  one  is  able  to  recover  from  the 
disease.  E.g.:  I'm  not  worried  about  disease,  or,  you  can  get  better. 

2.  Ease  of  treatment  of  ilbiess— illness  cured  with  non- worrisome  intervention  or  treatment 

2.1  Hospital  or  medical  visit 

2.2  Operation 

2.3  Injections/ vaccinations/ getting  a  shot 

2.4  Medications— non-injectable  medication  or  mode  of  delivery  nof  specified 

2.5  Other  specific  treatment  of  illness— specify.  Please  score  as  TREATMENT  section 
of  content  scoring  scheme* 

3.  No  fear  of  worry  causing  or  worsening  chances  of  getting  disease  —answer  imphes  a  lack  of  worry 
itself  prevents  or  lowers  chances  of  getting  disease 

—I  don't  worry  about  it,  so  I  know  I  won't  get  it. 

4.  Each  of  concern  because  of  ability  to  avoid  accurate  causes  of  transmission 

4.1  Avoid  sex 

4.2  Use  condoms/ practices  safe  sex 

4.3  Avoid  drugs— implying  IV  drug  use,  e.g.  IV  cocaine,  herom 

4.4  Avoid  accidental  touch/ sitting  upon/ stick  by  needle 

4.5  Avoid  blood  transmission— touch  /  receive  tainted  blood  products 

4.6  Other  avoidance  of  accurate  cause  of  transmission-specify 

5.  Lack  of  concern  because  of  intention  to  avoid  exaggerated  or  inaccurate  causes  of 
contagion 

5.1  Avoid  casual  contact— please  score  according  to  Casual  Contact  themes  in 
CAUSALITY  section  of  ASK  content  scoring  scheme.*  e.g.:  Avoids  the  following:  sharing  cups, 
walking  near  a  person  with  AIDS,  walking  or  playing  near  a  person  doing  drugs. 

5.2  Avoid  drugs— inaccurate  or  non-specific,  answers  should  be  scored  here  if 
response  implies  infection  via  non-injectable  forms  of  drugs  (i.e.— no  needles  involved)  e.g., 
ETOH,  cigarettes,  marijuana,  nasal  or  inhaled  cocaine  OR  if  answer  is  simply  "if  I  don't  do  drugs 
r  won't  get  it." 

5.3  Avoid  other— specify.  Mention  of  another  inaccurate  or  exaggerated  cause,  but 
not  included  in  the  above  categories. 
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6.  Lack  of  concern  cine  to  a  lack  of  familiarity  with  the  disease  or  because  AIDS  is  difficult  to  catch 

6.1  Never  heard  of  disease  or  disease  is  uncommon 

6.2  Unconcerned  because  disease  not  easy  to  catch. 

7.  Lack  of  concern  because  follows  niedical/preventive  health  practices  or  healthy  behavior(s). 

7.1  Follows  appropriate  medical/ preventive  health  practices  ;  Nonspecific  doctor  or 
hospital  —you  see  the  doctor  often 

7.2  Follows  appropriate  medical /preventive  health  practices  ;  Other  specific  medical 
treatment— the  doctor  does  a  blood  test 

7.3  Follows  appropriate  medical /preventive  health  practices  ;  takes  medicine 

7.4  Follows  appropriate  medical/ preventive  health  practices;  takes  vitamins 

7.5  Follows  healthy  lifestyles;  takes  care  of  self— not  specified 

7.6  Follows  healthy  lifestyles;  Good  diet 

7.7  Follows  healthy  lifestyles;  fluids,  soup,  etc.  —"you  drink  enough  juice  or  water" 

7.8  Follows  healthy  lifestyles;  proper/ sufficient  exercise 

7.9  Follows  healthy  lifestyles;  proper  sleep 

7.10  Follows  healthy  lifestyles;  Not  too  much  worry  or  stress 

7.11  Other  follows  healthy  lifestyle-specify 

8.  Lack  of  concern  due  to  reassurance  by  authority  —distinguish  between  child's  assurances  by  different 
sources:  Does  Not  Have  /  Won '  t  Get 

8.1  Flealth  care  provider— doesn't  have  [AIDS]  I  know  I  don't  have  it  because  the 
doctor  told  me 

8.2  Health  care  provider— won't  get  My  doctor  told  me  I  won '  t  catch  it. 

8.3  Blood  test— doesn't  have  e.g.— I  know  I  don't  have  AIDS  because  I  took  a  blood 

test 

8.4  Blood  test— won't  get 

8.5  Parent— doesn't  have  e.g.  -I  know  I  don't  have  AIDS,  my  dad  told  me. 

8.6  Parent— won't  get  e.g.— My  mom  told  me  not  to  worry  about  catching  AIDS. 

8.7  Teacher— doesn't  have 

8.8  Teacher— won't  get 

8.9  Other  source  of  reassurance— doesn't  have— newspaper,  TV 

8.10  Other  source  of  reassurance— won't  get 


9.  Other  reason  for  lack  of  concern— specify 
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10.  Lack  of  concern-non-specific  e.g.— I  don't  worry  about  it.  (no  elaboration) 


1 1 .  Off-task  response(s) 


12.  Don't  Know 

13.  Incomplete/  No  response 
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